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ABSTRACT
The literature of opinions about mental illness is reviewed 
and findings are presented. In order to test these findings in yet 
another population, the two most widely employed questionnaires, the 
Opinions About Mental Illness Scale (OMI) and the Custodial Mental 
Illness Ideology Questionnaire (CMI), were administered to a sample 
of 70 members of the psychiatric staff and 67 psychotic, male 
patients, of the New Orleans V. A. Hospital. Scores were analyzed 
to determine the effect of such variables as age, sex, race, occupa­
tion, education, marital status, length of stay, and service.
In order to determine the factorial invariance of the OMI and the 
factor structure of the CMI, both scales were factor analyzed by means 
of a principle-components technique. Results indicated that patients 
scored higher than staff on measures of authoritarianism (OMIA and 
CMITOT). Staff scored higher on OMIB, representing a more tolerant 
attitude toward the mentally ill. No other patient-staff differences 
were significant. Among staff, males scored higher on OMIE, a measure 
of the belief that child rearing practices strongly influence mental 
health. Black staff scored higher on (MIA and CMITOT. There were no 
religious differences among staff. Married staff scored higher on OMIE. 
Inpatient staff scored higher on OMIE than outpatient staff. There 
were no age differences among staff. A similar lack of education effects 
was found. The longer staff worked on a ward, the higher thqy scored on
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OMIA; the lower on OMIE. Aides scored highest on OMIA while social 
workers scored lowest. On OMIB, social workers scored highest; psychia­
trists and psychologists lowest. On OMIC, social workers scored highest 
while psychiatrists scored lowest. On a measure of a socially restric­
tive attitude, OMID, aides scored highest; social workers lowest.
Aides again scored highest on OMIE; trainees scored lowest. On CMITOT, 
aides once more were high; social workers lowest. Among patients, there 
were no race, service, education, ward stay, or sex differences. The 
latter is due to the sex bias of the present study. Jewish and non­
affiliated patients scored higher than Protestants and Catholics on 
OMIC. Married patients scored lower on OMIA and OMIE than non-married. 
The factor analysis of the CMI yielded six factors, the largest, 
Custodialism, accounting for 37% of the variance and seeming to 
saturate the factors, Patient Control, Ward Control, and Pessimism.
Two factors, seemingly opposed to the other four, are Humanism and 
Nature of Mental Illness, both more positive and optimistic in tone. 
Factor analysis of the OMI gave five factors analogous to those reported 
for this test. However, OMI factors B and C seemed to merge and the 
fifth factor in the present study was renamed Humanism to account for 
this result. The above results were related to previous findings, the 




There have been and continue to be numerous attempts by 
various disciplines to define mental illness (Zilboorg and Henry, 1941; 
Jahoda, 1958; Nunnally, 1961; Offer and Sabshin, 1966; and Rabkin,
1972). However, as yet there seems to be no overall concensus. Still, 
a review of the literature does shed some light on the attitudes of 
mental health professionals toward mental illness. Glosser (1966) 
found psychiatrists to favor psychogenic over physiogenic theories of 
etiology of mental disorders on a 100-item questionnaire. There were 
no significant differences between psychologists and psychiatrists on 
81% of the items. However, psychologists were more inclined to accept 
the presence of physical disturbances in most mental disorders and to 
accept hereditary influences in susceptibility to mental disorders.
Reiff (1960) reports that professionals see abnormal and normal behavior 
on a continuum. Similarly, Kreitmann (1962) studied the attitudes of 
the entire medical staff of Maudsley and Bethlehem Royal Hospitals in 
London in May, 1956. He concluded that with increasing experience, 
organic orientation scores fell while psychological attitude scores 
rose.
In two V. A. Hospitals, Cohen and Struening (1962) found psy­
chologists, psychiatrists, and social workers to score low on Authori­
tarianism (Factor A) of the Opinions About Mental Illness Questionnaire 
(OMI) Scale while aides scored high. Gilbert and Levinson (1956)
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found parallel occupational differences on the CMI, which attested to 
the similarity between their scale and Factor A; Psychologists scored 
low on Factor B (Benevolence) while nurses and ward clerical personnel 
scored high; Aides scored low on Mental Hygiene Etiology (Factor C), and 
psychologists, social workers and psychiatrists had the highest means;
On Social Restrictiveness (Factor D) physicians scored highest while 
psychologists were lowest; Psychologists and psychiatrists scored 
highest on Interpersonal Etiology (Factor E) while aides scored low.
The OMI defines Factor A as including a view of the mentally ill as an 
inferior class requiring coercive handling; Factor B is a kindly, 
paternalistic view of patients originating in religion and humanism; 
Factor C views mental illness as like any other; Factor D views patients 
as a threat to society, particularly family, and in need of restriction 
in their functioning before and after hospitalization; Factor E reflects 
the belief that mental illness arises from interpersonal experience 
especially deprivation of parental love during childhood. Cohen and 
Struening state further that age and sex show either zero or weak rela­
tions with factor scores while education is negatively related to Factor 
A and is related in an inverted U shape to Factors B and C. However, 
Lawton (1964) found a significant positive correlation between Authori­
tarianism and age, and years of service, and between Social Restric­
tiveness and age, education, and years of service.
Cohen and Struening (1963) tested 19 occupational groups 
(N * 8,248) at 12 V. A. Hospitals on the OMI scale. They found nurses 
to be low on authoritarianism but otherwise average; aides scored very
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high on Authoritarianism and Social Restrictiveness but low on Benevo­
lence; psychologists and social workers were low on Authoritarianism and 
Social Restrictiveness and high on interpersonal etiology; while psychia 
trists fell between psychologists and chaplains and were low on authori­
tarianism and social restrictiveness, and high on Mental Hygiene 
etiology. Canter (1963) tested 122 student nurses with the F-Scale, 
Dogmatism Scale, and Attitude Toward Mental Patients questionnaire and 
found high scores on authoritarianism to be associated with negative 
attitudes toward mental illness. Mackey (1967) found mental health 
workers to view neurotic and psychotic persons as weaker, sicker, more 
delicate, and aimless. Education was significantly related to one's 
concept of mental illness. Meltzer and Smothers (1967) found staff to 
be significantly less custodial in their attitudes toward mental illness 
than patients. Aides, nurses, psychologists, and psychiatrists ranked 
in order from high to low. Hall and Mueller (1968) found a group of 
new nursing students to be more custodial in outlook originally than 
after training.
Studies of public attitudes toward the mentally ill present 
mixed findings. Most agree public reaction to a person seen as having 
mental illness is a negative one (Clausen, Yarrow, Deasy and Schwartz, 
1955; Cumming and Cumming, 1957; Whatley, 1959; Crawford, Rollins, and 
Sutherland, 1960; Eisdorfer and Altrocchi, 1961; Nunnally, 1961). How­
ever, not all researchers agree on the extent to which the public view 
coincides with that of professionals. Nunnally (1961) found the average 
layman's view of mental illness to be not significantly different from
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the average professional's. In contrast, Vernallis and St. Pierre
(1964) found volunteers in a hospital to score higher than staff on 
Social Restrictiveness on the OMI. Reiff (1966) states that the public 
sees mental illness and mental health as extreme opposites. Crumpton, 
Weinstein, Acker and Annis (1967) found that the public does not share 
the professional's tendency to label deviant behavior as mental ill­
ness; more financially secure and more educated persons are more likely 
to label deviant behavior as mental illness while the general public 
sees its own major problems as deriving from matters of physical health, 
economics, morality, and interpersonal relations, and other social 
issues.
The role of personal and social variables in studies of public 
attitudes toward mental illness is a complex one. Social class vari­
ables are not related to lay attitudes toward mental illness when 
education level is controlled (Freeman, 1961). Likewise, Vernallis and 
St. Pierre (1964) found a negative correlation between education and 
Authoritarianism on the OMI. Similarly, Clark and Binks (1966) found 
that younger, more educated subjects held more liberal attitudes toward 
mental illness. In contrast, Freeman and Kassebaum (1960) found little 
effect of education level on responses to questionnaires about mental 
illness.
The effect of socioeconomic level (SEL) on attitudes toward 
mental illness is relatively clear. There is a direct relation between 
high SEL and extent of agreement with experts (Redlich, 1950; Redlich, 
Hollingshead, and Beilis, 1955; Nunnally, 1961; and Crumpton, Weinstein,
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Acker, and Annis, 1967). In support of the above findings, Durkin
(1965) found that lower class persons tended to endorse physiological 
and moral explanations of mental illness and Castro and Waisanen (1965) 
found a greater tendency to reject the mentally ill in rural areas and 
in situations of greater intimacy and ego-involvement.
Patients and normals view mental illness differently from each 
other also. Manis, Houts, and Blake (1963) report that severely dis­
turbed patients view mental illness in more moralistic terms than do 
normals although psychiatric and non-psychiatric patients hold similar 
opinions about mental illness. However, Giovannoni and Ullmann (1963) 
found hospitalized psychiatric patients to have a more negative view of 
mental illness than professionals. Crumpton, Weinstein, Acker, and 
Annis (1967) administered a 20-scale semantic differential to hospi­
talized psychiatric patients and to junior college students. The 
"mental patient" was collectively described negatively as excitable, 
foolish, unsuccessful, unusual, slow, untimely, active, cruel, weak, 
curved, and ugly. Patients differed significantly from students on 10 
of the 20 scales, giving in those cases a more favorable rating of the 
"mental patient." Gynther and Brilliant (1964) found attitudes toward 
mental illness, as measured by the Custodial Mental Illness Ideology 
Scale, not to be related to sex, or admission status. However, older, 
married, less educated, and more disturbed patients were more custodi- 
ally oriented. Bentinck (1967) found schizophrenic patients to score 
lower on Benevolence and Social Restrictiveness (OMI) than their rela­
tives or medical patients. Their relatives scored lower on Mental
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Hygiene etiology than the relatives of medical patients.
During the past decade there have been several major shifts in 
the conception, care, and treatment of the mentally ill. Thus we have 
proponents of "day treatment centers," "day hospitals," "attitude 
therapy," "milieu and therapeutic community," and "patient government." 
These approaches are based on the assumption that the emotional state 
of patients is partly influenced by their social environment. Deriving 
from this view is the hypothesis that mental patients are affected by 
the attitudes of hospital personnel toward them. Supporting this 
belief, earlier studies have shown that during psychiatric hospital 
experience, attitudes of patients changed toward conformity to the 
attitudes of the treatment staff (Manis, Houts, and Blake, 1963).
Research of the kind mentioned above depends on the adequate 
conception and assessment of attitudes toward mental illness. The 
major attempts in this area are those of Gilbert and Levinson (1956) who 
developed the Custodial Mental Illness Ideology Scale (CMI) and the 
studies of Cohen and Struening (1962; 1963; 1964; 1965) who have 
analyzed attitudes toward "mental illness" into five factors, developed 
a scale for their measurement called the Opinions About Mental Illness 
questionnaire (OMI), published standardization data from twelve V. A. 
Hospitals, and reported the results of an analysis of the data from 
8248 subjects into factor score profiles and profile clusters for V.A. 
Mental Hospital occupational groups. For purposes of comparability, 
the present research utilizes these two instruments.
Based on the research supporting the conformity of patient and
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staff attitudes toward "mental illness" (Manis, £t al., 1963; Smith, 
1969) and the findings of significant differences between various 
occupational groups on measures of attitudes toward the mentally ill 
(Gilbert and Levinson, 1956; Cohen and Struening, 1962; Vernallis and 
St. Pierre, 1964; Meltzer and Smothers, 1969; and Smith, 1969) it is 
hypothesized that psychologists, psychiatrists, and social workers will 
score significantly lower than aides and nurses on Factor A (Authori­
tarianism) on the CMI, and also on the CMI, with psychologists scoring 
lowest, psychiatrists highest, and social workers falling in between.
On Factor B (Benevolence) psychologists will score lower than psychia­
trists who will score lower than aides and than nurses. Aides and 
nurses will score equally low on Factor C (Mental Hygiene Etiology) 
while psychiatrists will score highest followed by social workers and 
psychologists in descending order. Aides will score highest on Social 
Restrictiveness (Factor D) followed by nurses, psychiatrists, social 
workers, and psychologists in order of decreasing scores. Finally, on 
Factor E (Interpersonal Etiology), psychiatrists, psychologists, social 
workers, and nurses will score equally high while aides will score 
lowest.
It is further hypothesized that different treatment units will 
have different attitudes toward mental illness. More specifically that 
the inpatient services staff will collectively score higher than out­
patient staff on Factors A, C, and D; lower on Factor B; and essentially 
the same on Factor E.
Patient scores on the OMI should reflect those of the staff
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serving them. Inpatients will score higher than outpatients on Factors 
A, C, and D; lower on Factor B; and virtually similar on Factor E.
The role of personal and demographic variables will also be 
explored. This study's hypothesis is that older, black, and less 
educated staff and patients will score higher on Factors A, B, D, and 
CMI scores. Sex and religion will not be significantly correlated 
with test scores.
Canter (1963) found a moderate, negative relationship between 
authoritarianism and effectiveness of work with patients. Cohen and 
Struening (1964) found that authoritarian-restrictiveness as measured 
by the OMI was negatively related to number of in-community days of 
patients admitted to 12 V. A. Hospitals. It seems possible that ward 
atmosphere may be a significant factor in treatment outcome and thus 
important to study.
Cohen and Struening (1962) found low intercorrelations among 
the 5 factors of the OMI. However, Lawton (1964) found higher inter­
correlations among the factors than did Cohen. The latter study raises 
the question of whether a single mental illness attitude score might 
not measure such attitudes as well as a 5-factor instrument. In an 
attempt to answer such a question the CMI will be administered along 
with the OMI and their factor-structure compared in order to determine 
the validity of Cohen's assertion that the CMI is largely a measure of 
Factor A (Authoritarianism) on the OMI (Cohen, 1962). Opinions about 
the mentally ill are felt to be multi-dimensional, rather than unidimen­
sional as in the CMI. Consistent with the foregoing, the purposes of 
this study will be to:
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1. Measure the attitudes towards mental illness of patients 
and staff at the New Orleans V. A. Hospital.
2. To determine the influence of such variables as age, sex, 
race, occupation, education, religion, length of service or 
admission, on test scores (OMI and CMI scores).
3. To determine the factor-structure of the CMI. Certainly 
there is a need to better understand what existing tests 
in psychology measure, before developing new ones.
After Nunnally (1961), this study will conceive of attitudes as 
inferred variables or feelings in which no question of truth or falsity 
is at issue. Responses will be seen as reflecting opinions and the 
factors of the OMI may represent attitudes (Cohen and Struening, 1962).
METHOD
Subjects
1. Eighty staff (including psychology trainees) of the New 
Orleans V. A. Day Treatment Center (DTC), Inpatient Psychiatry 
Service (IPS), and Mental Hygiene Outpatient Clinic (MHC) were indi­
vidually tested with the OMI and CMI. Only ten questionnaires were 
not returned, a response rate of 87%. Race, occupation, religion, age, 
sex, education, time of stay on present unit, and unit were solicited. 
Instructions stressed all possible confidentiality and the fact that 
answers were matters of opinion only (Cohen and Struening, 1962).
2. The patient subgroup consisted of male psychotics from In­
patient and Outpatient Psychiatry Services. They were heterogeneous 
with respect to education, cultural background, and religion. Instruc­
tions were the same for the patients. However, they were group-tested 
whenever possible. Sixty-seven of eighty-two patients completed and 
returned the questionnaires for a response rate of 81%.
Questionnaires
The 51-item Opinions About Mental Illness Questionnaire (OMI) 
of Cohen and Struening (1962) was combined with the 20-item Custodial 
Mental Illness Ideology Scale (CMI) of Gilbert and Levinson (1956) into 
a single form and administered to all 137 subjects. Response alterna­
tives for all 71 items were: Agree very much, agree on the whole,
agree a little, disagree a little, disagree on the whole, and disagree
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very much. OMI items were scored in the direction of their positive 
or negative factor loadings for their respective scales (Cohen and 
Struening, 1962). Responses were scored from one (extreme agreement) 
to 6 (extreme disagreement). Omissions were scored as 4. Item scores 
were summed algebraically with negative values assigned to items having 
negative factor loadings. The CMI items were scored by giving 6 points 
for strong agreement and 1 point for strong disagreement for Custodial 
items; scoring was reversed for Humanistic items (Gilbert and Levinson, 
1956).
Analysis of the Data
Scores for all 137 respondents on the 51 items of the OMI were 
intercorrelated, and the resulting matrix was subjected to factor 
analysis. The program used was a principle components method utilizing 
unities as diagonal entries. Rotation of the derived factors was 
accomplished through the use of the Varimax method, which yielded an 
orthogonal solution. The 20 CMI items were factor analyzed in exactly 
the same way.
To study the relationships between the OMI factor scores and 
the CMI score, and the discrete variables, status, sex, race, religion, 
marital status, service, and staff position, and the ordered variables, 
age, school, and ward stay, the total sample of 137 subjects was broken 
down into subgroups for each dependent test score variable and multi­
factor analyses of covariance were performed and tested for significance 
at .05 and p i~ .01. A partial regression coefficient, B, was com­
puted for each of the continuous variables. Because of some missing
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cells, no interaction terms were included in the analyses of covari­
ance .
In order to compare the mean scores of specific professions, 
planned orthogonal comparisons were carried out and tested for signifi­
cance at p ^  .05 and p .01.
RESULTS
Demographic Variables
Status.--Table 1 presents the mean factor scores and CMI 
scores for patients and staff. The patient group scored significantly 
higher on OMIA (p = .01) and CMI-Total (p = .03) while staff scored 
higher on OMIB (p = .04). There were no significant differences on 
OMI factors C, D, and E. The significant F-ratios can be seen in 
Table 2.
TABLE 1
COMPARISON OF STAFF AND PATIENTS MEANS






Age (Years) 37.58 34.10
School (Years) 16.80 12.25





COMPARISON OF STAFF VS. PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR 
DEPENDENT VARIABLES
Variable Source df SS F Prob, F
OMIA Status 1 869.77 15.19 0.01**
OMIB Status 1 178.20 3.85 0.05*
OMIC Status 1 0.97 0.04 0.83
OMID Status 1 17.92 0.47 0.50
OMIE Status 1 11.07 0.44 0.51
CMITOT Status 1 261.14 4.44 0.03*
Error 122
*p ^  .05
**p £  .01
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Sex.--Table 3 contains mean scores for a demographic analysis 
of staff. Within the staff, males scored higher than females on OMI 
(p = .01). There are no sex differences on any of the other scores. 
See Tables 4 through 9.
TABLE 3
DEMOGRAPHIC ANALYSIS OF STAFF - MEANS
N Sex OMIA OMIB OMIC OMID OMIE CMITOT
36 Male 17.61 48.44 31.52 16.88 22.16 28.94
34 Female 16.64 49.58 29.94 19.14 20.08 28.97
70 Race
14 Black 24.42 48.64 31.14 22.57 21.50 35.92
56 White 15.32 49.08 30.66 16.83 21.07 27.21
70 Religion
37 Protestant 17.89 48.10 30.51 19.40 21.75 29.21
19 Catholic 18.42 49.26 29.79 18.15 20.73 30.52









































DEMOGRAPHIC ANALYSIS OF STAFF
ANALYSIS OF VARIANCE TABLE FOR OMIA
Source Variable df SS F Prob, F
Sex OMIA 1 3.36 0.11 0.73
Race 1 343.99 12.15 0.01**
Service 1 0.80 0.02 0.86
Religion 2 104.10 1.83 0.16
Marital Status 1 7.42 0.26 0.61
Age (Years) 1 59.19 2.09 0.14
School (Years) 1 1.41 0.05 0.81
Ward Sta (Months) 1 123.01 4.34 0.04*
Error 60
*p i .05
**p ^  .01
® = 0.0309; partial regression coefficient
TABLE 5
DEMOGRAPHIC ANALYSIS OF STAFF 
ANALYSIS OF VARIANCE TABLE FOR OMIB
Source Variable df SS F Prob, F
Sex OMIB 1 1.68 0.04 0.82
Race 1 10.76 0.28 0.60
Service 1 72.14 1.89 0.17
Religion 105.26 1.38 0.25
Marital Status 1 3.62 0.09 0.75
Age (Years) 1 109.79 2.88 0.09
School (Years) 1 77.00 2.02 0.15




DEMOGRAPHIC ANALYSIS OF STAFF
ANALYSIS OF VARIANCE TABLE FOR OMIC
Source Variable df SS F Prob, F
Sex (MIC 1 18.72 0.79 0.62
Race 1 4.95 0.21 0.65
Service 1 1.18 0.05 0.81
Religion 2 68.32 1.45 0.24
Marital status 1 3.21 0.13 0.71
Age (Years) 1 8.66 0.36 0.55
School (Years) 1 0.59 0.02 0.86
Wart St (Months) 1 0.61 0.02 0.86
Error 60
TABLE 7
DEMOGRAPHIC ANALYSIS OF STAFF 
ANALYSIS OF VARIANCE TABLE FOR OMID
Source Variable df SS F Prob, F
Sex (MID 1 70.28 2.46 0.11
Race 1 88.48 3.09 0.07
Service 1 10.39 0.36 0.55
Religion 120.52 2.11 0.12
Marital status 1 0.64 0.02 0.87
Age (Years) 1 4.43 0.15 0.69
School (Years) 1 44.02 1.54 0.21




DEMOGRAPHIC ANALYSIS OF STAFF 
ANALYSIS OF VARIANCE TABLE FOR OMIE
Source Variable df SS F Prob, F
Sex OMIE 1 96.81 6.40 0.01**
Race 1 11.67 0.77 0.61
Service 1 64.05 4.23 0.04*
Religion 51.23 1.69 0.19
Marital status 1 59.34 3.92 0.04*
Age (Years) 1 14.16 0.93 0.66
School (Years) 1 41.54 2.74 0.09
Ward Sta (Months) 1 61.86 4.09 0.04*
Error 60
*p 6. .05
**p ̂  .01
B = -0.0219; partial regression coefficient
TABLE 9
DEMOGRAPHIC ANALYSIS OF STAFF 
ANALYSIS OF VARIANCE TABLE FOR CMITOT
Source Variable df SS F Prob, F
Sex CMITOT 1 2.11 0.04 0.82
Race 1 218.25 4.67 0.03*
Service 1 3.03 0.06 0.79
Religion 33.14 0.35 0.70
Marital status 1 1.95 0.04 0.83
Age (Years) 1 7.83 0.16 0.68
School (Years) 1 125.59 2.69 0.10
Ward St (Months) 1 23.22 0.49 0.50
Error 60
*p £  .05
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As the patient population Is all male, no attempt to find sex 
effects was made. Table 10 presents means for an analysis of patient 
demographic variables.
TABLE 10
DEMOGRAPHIC ANALYSIS OF PATIENTS - MEANS
















































































Race.— Black staff scored higher than white (p = .01) on OMIA 
and CMITOT (p = .03), Tables 4 and 9. There were no race differences 
among patients on any of the test scores.
Religion.--Among staff there were no significant religious dif­
ferences. Jewish and non-affiliated patients scored higher than 
Protestants and Catholics on OMIC (p = .01). The latter denominations 
scored virtually equal (Table 13). None of the other test scores 
differed significantly for patients.
Marital Status.--Table 8 indicates that married staff scored 
higher on OMIE (p = .04). No other test scores were affected by this 
variable. Married patients scored lower on OMIA (p = .02) and OMIE 
(p = .04), Tables 11 and 15, respectively.
Service.--Inpatient staff scored higher than outpatient staff 
on OMIE (p = .04) (Table 8). There were no significant service effects 
on any other scores. The patient group had no significant service 
effects.
Age.--There were no significant differences among staff scores 
by age. In the patient group, there was a tendency for OMIA scores to 
increase with age (p = .02) (Table 11), as did scores on OMID (p =
.01) (Table 14), OMIE (p = .02) (Table 15), and CMITOT (p ■ .01),
Table 16). All other differences were non-significant.




DEMOGRAPHIC ANALYSIS OF PATIENTS
ANALYSIS OF v a r i a n c e TABLE FOR OMIA
Source Variable df SS F Prob, F
Race OMIA 1 115.57 1.46 0.22
Religion 2 24.06 0.15 0.85
Marital Status 1 385.75 4.89 0.02*
Service 1 71.60 0.90 0.65
Age3 (Years) 1 396.74 5.03 0.02*
Ward St (Months) 1 45.82 0.58 0.54
School (Years) 1 42.83 0.58 0.53
Error 59
* p £  .05
aB= 0.2587; Partial regression coefficient.
TABLE 12
DEMOGRAPHIC ANALYSIS OF PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR OMIB
Source Variable df SS F Prob, F
Race OMIB 1 61.31 1.14 0.28
Religion 2 56.53 0.52 0.59
Marital Status 1 159.17 2.98 0.08
Service 1 158.01 2.95 0.08
Age (Years) 1 96.83 1.81 0.18
Ward St (Months) 1 83.75 1.56 0.21




DEMOGRAPHIC ANALYSIS OF PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR OMIC
Source Variable df SS F Prob, F
Race OMIC 1 32.24 1.46 0.22
Religion 2 202.71 4.60 0.01**
Marital Status 1 48.67 2.21 0.13
Service 1 61.73 2.80 0.09
Age (Years) 1 1.90 0.08 0.76
School (Years) 1 27.65 1.45 0.23
Ward St (Months 1 28.90 1.31 0.25
Error 59
**p £  .01
TABLE 14 
DEMOGRAPHIC ANALYSIS OF PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR OMID
Source Variable df SS F Prob, F
Race (MID 1 4.65 0.09 0.75
Religion 2 83.12 0.86 0.57
Marital Status 1 27.93 0.58 0.54
Service 1 6.03 0.12 0.72
Agea (Years) 1 524.79 10.92 .01**
School (Years) 1 65.85 1.32 0.24
Ward St (Months) 1 68.94 1.43 0.23
Error 59
**p ^  .01
aB = 0.2975; partial regression coefficient.
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TABLE 15
DEMOGRAPHIC ANALYSIS OF PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR OMIE
Source Variable df SS F Prob, F
Race OMIE 1 1.95 0.06 0.79
Religion 2 82.20 1.34 0.26
Marital Status 1 122.42 4.00 0.04*
Service 1 46.92 1.53 0.21
Agea (Years) 1 158.54 5.18 0.02*
School (Years) 1 71.65 2.44 0.12
Ward St (Months) 1 77.78 2.54 0.11
Error 59
*p ̂  .05 
aB = 0.1635
TABLE 16
DEMOGRAPHIC ANALYSIS OF PATIENTS 
ANALYSIS OF VARIANCE TABLE FOR CMITOT
Source Variable df SS F Prob, F
Race CMITOT 1 73.01 1.00 0.32
Religion 2 223.68 1.54 0.22
Marital Status 1 41.37 0.57 0.54
Service 1 91.41 1.26 0.26
Agea (Years) 1 452.03 6.24 0.01**
School (Years) 1 195.22 2.52 0.09
Ward St (Months) 1 212.47 2.93 0.08
Error 59
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Ward Stay.--With increasing length of stay on one's present 
ward, there was a tendency for staff to score higher on OMIA (p = .03) 
(Table 4), and lower on OMIE (p = .04) (Table 8). There were no other 
significant effects. Patients' scores showed no relation with length 
of ward stay.
Position.--Table 17 presents the mean OMI and CMI scores for 
different mental health professional groups. Planned orthogonal com­







N Position OMIA OMIB OMIC OMID OMIE CMITOT
8 Psychiatrists 16.87 45.37 28.12 17.75 21.12 27.62
10 Nurses 15.90 50.10 29.70 20.30 21.00 27.40
6 Social Workers 9.33 57.66 34.83 12.50 21.00 23.66
9 Psychologists 16.22 45.77 32.66 13.77 21.77 26.00
8 Aides 27.37 50.12 32.00 22.00 24.00 39.25
29 Trainees 16.72 48.51 30.06 18.58 20.27 29.03
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TABLE 18
INDIVIDUAL COMPARISONS BETWEEN STAFF
ANALYSIS OF VARIANCE TABLES FOR OMIA
Comparison Source df T Prob. T
la Position 1 27.89 0.01**
2b 1 -8.04 0.01**
3C 1 -1.87 0.06
4d 1 -2.01 0.04*
5e 1 3.89 0.01**
**p ^  .01
*p ^  .05
aTrainees vs mean of psychiatrists, nurses, social workers, psycholo­
gists, and aides
bAides vs mean of psychiatrists, nurses, social workers, and psychol­
ogists
cPsychiatrists vs mean of nurses, social workers, and psychologists 
^Psychologists vs mean of nurses and social workers 
eSocial workers vs mean of nurses
On OMIA, aides score highest and significantly different from 
the average of psychiatrists, nurses, social workers, and psychologists 
(p =.01). Psychiatrists have moderate means and do not differ signifi­
cantly from the mean of nurses, social workers, and psychologists. 
Psychologists also have a moderate mean; however, they differ from the 
average of nurses and social workers (p = .04). Social workers score 
lowest on OMIA and differ from nurses, the latter falling in the middle 
range (p = .01). Trainees score in the middle range but differ from the 
mean of the professional staff (p = .01).
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TABLE 19
INDIVIDUAL COMPARISONS BETWEEN STAFF
ANALYSIS OF VARIANCE TABLE FOR OMIB
Comparison Source df T Prob. T
1 Position 1 69.73 0.01**
2 1 -0.24 0.80
3 1 2.92 0.01**
4 1 3.40 0.01**
5 1 -4.62 0.01**
**p 4 .01
Social workers score highest on OMIB. Psychiatrists have low 
means and differ from the mean of nurses, social workers, and psychol­
ogists (p = .01). Psychologists also score low and differ from nurses 
and social workers (p = .01). Nurses fall in the middle range as do 
aides and trainees.
TABLE 20
INDIVIDUAL COMPARISONS BETWEEN STAFF 
ANALYSIS OF VARIANCE TABLE FOR OMIC
Comparison Source df T Prob. T
1 Position 1 51.38 0.01**
2 1 -0.40 0.68
3 1 3.02 0.01**
4 1 -0.25 0.79
5 1 -2.44 0.01**
* * p £  .01
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Psychiatrists score lowest on OMIC and differ significantly 
from the mean of nurses, social workers, and psychologists (p = .01). 
Nurses and trainees score low also. Psychologists and aides scored 
moderately on OMIC. Social workers scored highest.
TABLE 21
INDIVIDUAL COMPARISONS BETWEEN STAFF 
ANALYSIS OF VARIANCE TABLE FOR OMID
Comparison Score df T Prob. T
1 Position 1 26.25 0.01**
2 1 -4.81 0.01**
3 1 -1.10 0.27
4 1 1.33 0.18
5 1 4.11 0.01**
* * p ^  .01
On OMID, social workers scored lowest. Aides scored highest 
and significantly different from the mean of the remainder of the 
professional staff (p = .01). Nurses also scored high and different 
from social workers (p = .01). Psychologists have low means while 
psychiatrists and trainees score in the middle range.
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TABLE 22
INDIVIDUAL COMPARISONS BETWEEN STAFF
ANALYSIS OF VARIANCE TABLE FOR OMIE
















**p ̂  . 01
Aides scored highest on OMIE and differed from the mean of the
remaining professional staff (p - .01). Trainees scored lowest and
differed significantly from the professional staff's mean (P = .01).
In the middle are psychiatrists , psychologists, and nurses , none
differing significantly from each other.
TABLE 23
INDIVIDUAL COMPARISONS BETWEEN STAFF
ANALYSIS OF VARIANCE TABLE FOR CMITOT
















**p ̂  . 01
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Finally, aides scored highest and significantly different from 
other staff (p = .01) on CMITOT. Trainees also scored high. The low 
end is occupied by social workers, psychiatrists, nurses, and 
psychologists.
Factor Analyses
CMI.--The factor structure of the CMI was determined by means 
of a principle components analysis employing unities as diagonal 
entries. The six derived factors were rotated by the Varimax method 
which yielded an orthogonal solution.
Factor I - Custodialism. This factor stresses the difference 
of patients from normal people and views them as being inadequate and 
dangerous. One of the main causes of mental illness is seen as a 
lack of moral strength and failure to improve is blamed on lack of 
patient effort. The staff does not expect to be able to understand 
patients nor do them much good. Custodialism is streaked with 
pessimism and is concerned mainly with safely controlling patients. 
CMI-I seems to be highly similar to OMIA. This factor accounts for 




FACTOR I - CUSTODIALISM
Loading Item
.77 14. Few if any patients are capable of real 
friendliness.
.72 5. Close association with mentally ill people is 
liable to make even a normal person break down.
.69 15. There is hardly a mental patient who isn't 
liable to attack you unless you take extreme pre­
cautions .
.68 8. One of the main causes in mental illness is 
lack of moral strength.
.60 13. There is something about mentally ill people 
that makes it easy to tell them from normal people.
.60 11. A mental patient is in no position to make 
decisions about even everyday living problems.
.57 6. We can make some improvements but by and large 
the conditions of mental hospital wards are about as 
good as they can be considering the type of dis­
turbed patient living there.
.57 1. Only persons with considerable psychiatric 
training should be allowed to form close relation­
ships with patients.
.55 16. Patients who fail to recover have only them­
selves to blame; in most cases they have just not 
tried hard enough.
.52 7. We should be sympathetic with mental patients, 
but we cannot expect to understand their odd behavior
Factor II - Patient Control. CMI-II explains 16% of the
variance and thus is a second-order factor. This factor emphasizes
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the lack of ability on the part of patients to be self-reliant and 
calls for staff to control them as they would children.
TABLE 25 
FACTOR II - PATIENT CONTROL
Loading Item
.74 18. Patients need the same kind of control and dis­
cipline as an untrained child.
.65 19. With few exceptions most patients haven't the
ability to tell right from wrong.
Factor III - Ward Control. CMI-III stresses a highly controlled 
setting where more disturbed patients are segregated from less sick ones 
and treatment is subordinate to ward safety. This factor accounts for 
16% of the variance.
TABLE 26 
FACTOR III - WARD CONTROL
Loading Item
.80 20. In experimenting with new methods of ward treat 
tnent, hospitals must consider, first and foremost, 
the safety of patients and personnel.
.61 2. It is best to prevent the more disturbed 
patients from mixing with those who are less sick.
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Factor IV - Humanism. This factor, CMI-IV, emphasizes the 
ability of patients to recover and is optimistic about the possibility 
of this occurring. This factor accounts for 11% of the total communal-
ity.
TABLE 27 
FACTOR IV - HUMANISM
Loading Item
.71 12. Patients are often kept in the hospital long 
after they are well enough to get along in the 
community.
.67 9. When a patient is discharged from a hospital, 
he can be expected to carry out his responsibilities 
as a citizen.
Factor V - Pessimism. CMI-V is totally pessimistic concerning
the ability of severely disturbed mental patients to recover. Factor
V contributes 10% to the total variance.
TABLE 28 
FACTOR V - PESSIMISM
Loading Item
.84 17. Once a schizophrenic, always a schizophrenic.
Factor VI - Nature of Mental Illness. CMI-VI accounts for 8%
of the total communality. Subjects disagreed with high consistency
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that mental Illness Is an Illness like any other. Endorsed in a 
positive direction, this item would probably load on CMI-IV.
TABLE 29
FACTOR VI - NATURE OF MENTAL ILLNESS
Loading Item
-.87 4. Mental illness is an illness like any other.
OMI Factor Analysis. Five principle components factors were 
extracted from the 51 X 51 item correlation matrix and rotated to an 
orthogonal solution by the Varimax method. The five OMI factors were 
easily identified, with the exception of Factor V, where OMI factors 
C and B seem to have merged. The emergent factors account for 100% 
of the total variance. An £  ̂  .5 (137d.f.) was used as a criterion for 
significant item loadings on each factor. This selection of most 
heavily weighted items should offer clearest discrimination between 
factors.
Table 30 gives the critical items for the first factor, OMIA. 
Item loadings are given from highest to lowest.
TABLE 30 
OMI FACTOR I - AUTHORITARIANISM
Loading Item
.70 39. Mental illness is usually caused by some disease




.67 19. A heart patient has just one thing wrong with 
him, while a mentally ill person is completely 
different from other patients.
.66 9. When a person has a problem or a worry, it is 
best not to think about it, but keep busy with more 
pleasant things.
.66 7. People who are mentally ill let their emotions 
control them; normal people think things out.
.62 46. Sometimes mental illness is punishment for bad 
deeds.
.61 48. One of the main causes of mental illness is a 
lack of moral strength or will power.
.60 1. Nervous breakdowns usually result when people 
work too hard.
.56 16. People would not become mentally ill if they 
avoided bad thoughts.
.50 11. There is something about mental patients that 
makes it easy to tell them from normal people.
This factor accounts for the largest amount of the total vari-
ance, 31.17%. It appears to be analogous to OMIA (Cohen and Struening
1962). The items stress the differences between mental patients and
normals. Several popular and conflicting ideas of the causation of 
mental illness are manifest. The denial of problems characteristic of 
authoritarian personalities is also evident. Conceptually, this factor 
seems to be largely what the CMI is measuring (see Table 24).
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TABLE 31
OMI FACTOR II - SOCIAL RESTRICTIVENESS
Loading Item
.67 24. A woman would be foolish to marry a man who has
had a severe mental illness, even though he seems 
fully recovered.
-.58 41. Most women who were once patients in a mental
hospital could be trusted as baby sitters.
.52 4. Although patients discharged from mental hos­
pitals may seem all right, they should not be allowed 
to marry.
Factor II seems to be a measure of Social Restrictiveness (OMID; 
Cohen and Struening, 1962). The items emphasize the desirability of 
socially isolating ex-mental patients. This factor contributes 19.30% 
of the total variance.
TABLE 32 
OMI FACTOR III - BENEVOLENCE
Loading Item
.60 49. There is little that can be done for patients
in a mental hospital except to see that they are 
comfortable and well fed.
.56 36. Every mental hospital should be surrounded by
a high fence and guards.
-.56 27. Many mental patients are capable of skilled
labor, even though in some ways they are very dis­
turbed mentally.
-.52 22. Anyone who tries hard to better himself deserves




.51 40. Regardless of how you look at it, patients with 
severe mental illness are no longer really human.
Factor III, Benevolence, is identified by items which reflect 
a paternalistic kindness toward patients. Mental patients are seen as 
deserving of respect and capable of skilled labor. Still, they are 
viewed as dangerous and deserving of good care. Factor III accounts 
for 19.0% of the total variance and appears to be OMIB as defined by 
Cohen (1962).
TABLE 33
OMI FACTOR IV - INTERPERSONAL ETIOLOGY
Loading Item
.71 25. If the children of mentally ill parents were
raised by normal parents, they would probably not 
become mentally ill.
.63 35. If the children of normal parents were raised by
mentally ill parents, they would probably become 
mentally ill.
.56 30. The mental illness of many people is caused by
the separation or divorce of their parents during 
childhood.
.53 Mental patients come from homes where the parents
took little interest in their children.
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Factor IV, Interpersonal Etiology, contributes 16.84% to the 
total variance. Items here reflect a belief that mental illness is 
caused by deprivation of parental love during childhood and by the 
mental health of one's parents. Again, this factor appears analogous
to OMIE (Cohen, 1962).
TABLE 34 
OMI FACTOR V - HUMANISM
Loading Item
-.71 33. The patients of mental hospitals should be 
allowed more privacy.
.51 10. Although they usually aren't aware of it, many 
people become mentally ill to avoid the difficult 
problems of everyday life.
Factor V, contributes 13.67% of the total variance. Interpreta­
tion is somewhat difficult as it seems to be composed of items reflect­
ing ideas common to OMI factors B and C. Thus, it appears to be a 
merger of the Mental Hygiene and Benevolence philosophies. Items 
reflect a positive view of mental patients, seeing them as deserving of 
privacy, and a home atmosphere. "Mental illness is an illness like any 
other" seems to partially summarize this view. Cohen and Struening 
(1962) also found a small relation between OMIB and OMIC. On the basis 
of the items, the present factor V was named Humanism to account for
the positive, kindly approach to patients expressed in the items. In 
summation, it appears that Cohen and Struening were probably correct in 
their assertion that OMIC is inconsistently defined across samples (1965).
DISCUSSION
Status
The present study found patients scoring higher than staff on 
OMIA and CMITOT scales supposedly indicating a view of the mentally 
ill as an inferior class requiring strict control. This finding of a 
more negative view of mental illness and the mentally ill on the part 
of the general public is supported by the findings of a multitude of 
researchers (Clausan, Yarrow, Deasy, and Schwartz, 1955; Cumming and 
Cumming, 1957; Whatley, 1959; Crawford, Rollins, and Sutherland; 
Eisdorfer and Altrocchi, 1961; and Nunnally, 1961). Concerning the 
attitudes of patients in particular, there is also support for the 
present findings. Meltzer and Smothers (1967) found staff to be less 
custodial than patients. Similarly, Mayo and Havelock (1970) found 
hospitalized psychiatric patients to be more authoritarian than staff. 
This staff's higher score on OMIB is consistent with the above results, 
as this factor theoretically indicates a kindly, paternalistic view 
toward patients.
There were no differences between staff and patients on OMIC—  
Mental Hygiene Ideology, OMID--Social Restrictiveness, and 0MIE-- 
Interpersonal Etiology. In contrast, Bentinck (1967) found V. A. 
Schizophrenics to score lower on OMIB and OMID than staff.
Sex
Male staff scored higher on OMIE than females. No other scores
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differed by sex. Cohen and Struening (1962) found sex to be only 
slightly related to OMID with females scoring higher but interpreted 
this as a sex-bias in wording. They found no other sex associations. 
In support of these findings, Lawton (1964) found no sex relationship 
to CMI scores.
This study employed an all male patient population. Of course 
there were no sex differences. However, Gynther and Brilliant (1964) 
in a coed population, found no sex effects on CMI scores.
It thus seems that males and females in this population have 
similar attitudes toward mental illness.
Race
Black staff scored higher than white on OMIA and CMITOT. This 
is probably a result of their lower socio-economic status. However, 
as no measure of this variable was employed, this is only speculation. 
This variable needs further study as no studies of racial differences 
in attitudes toward the mentally ill were uncovered.
There were no race differences among patients' scores. Again, 
this could possibly be due to patients being of equally low socio­
economic status. This is felt to be a minor limitation in the present 
study.
Religion
There were no religious differences in staff scores. This 
variable has not been reported in the literature.
Jewish and non-affiliated patients scored higher on OMIC than
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did Protestants and Catholics. This effect is difficult to explain.
One might see it as due to an educational superiority making for a more 
professional view. However, as will be seen, there was no educational 
effect on test scores for patients.
Marital Status
Married staff scored higher on OMIE. There were no other 
marital effects. This finding might be accounted for by married persons 
having a greater knowledge of the effect of childrearing practices on 
the mental health of children.
Married patients scored lower on OMIA and OMIE. These find­
ings are in conflict with those of the staff's and with those of 
Gynther and Brilliant (1964) who found married patients scoring higher 
on the CMI.
Service
Inpatient staff scored higher on OMIE than outpatient staff.
This is a surprising result at first glance. However, it was predicted 
on the basis of this investigator's knowledge of the two services. It 
is believed that this finding is a phenomenon of this particular 
hospital and its staff composition with the inpatient staff having a 
more humanistic orientation in general.
No differences between inpatients and outpatients were found. 
Again this may be due to the fact that many patients have been exposed 
to both services numerous times and thus have experienced a leveling 
or sharing of common learnings from each other and to a lesser extent
41
from the two staff groups. However, this is speculation open to ques­
tion.
Age
There were no age effects among staff. This confirms the lack 
of age associations on the OMI found by Cohen and Struening (1962) and 
Mayo and Havelock (1970) on the CMI. However, Lawton (1964) found a 
significant positive relation between OMIA and OMID and age.
Among patients there was a tendency for OMIA to rise with 
increasing age, as did scores on OMID, OMIE, and CMI. Similarly, 
Gynther and Brilliant (1964) found older patients to be more custo- 
dially oriented. Clark and Binks (1966) found younger subjects to hold 
more liberal views of mental illness.
School
There was no significant education effect for staff or patients. 
Support for these results is meager; Freeman and Kassabaum (1960) found 
little effect of education on responses to questionnaires about mental 
illness; also, Mayo and Havelock (1970) found no relation between 
education and CMI scores. Data in opposition to the present are 
numerous. Freeman (1961) found social class variables not to be 
related to lay attitudes toward mental illness with education level 
controlled; and Cohen and Struening (1962) found education to be 
negatively related to OMIA, and related in an inverted U-shape to OMIB 
and OMIC. Lawton (1964) found education to be positively related to 
OMID. Likewise, Vernallis and St. Pierre (1964) found a negative
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relation between education and OMIA. Finally, Gynther and Brilliant 
(1964) found less educated patients to be more custodial in attitude. 
Thus, results seem to differ sharply across studies and populations.
Ward Stay
The longer staff have worked on a ward, the higher they scored 
on OMIA and the lower they scored on OMIE. Lawton (1964) also found 
a positive relation between OMIA and OMID and years of service. Smith 
(1969) found no relation between length of experience and OMI scores. 
Patients' scores showed no effects of length of ward stay.
There is some thought that a major trait measured by the OMI 
and CMI, e.g., authoritarianism, may be a chronic personality trait 
not amenable to change and possibly not learned in a short period 
(Adorno, Frenke1-Brunswik, Levinson, and Sanford, 1950).
Position
Aides scored significantly higher on OMIA and CMITOT, Cohen 
and Struening (1962; 1963) reported a similar result as did Gilbert 
and Levinson (1956). The importance of this seems obvious as aides 
provide the largest share of patient contact on the ward. This dif­
ference may contribute to staff-staff friction and miscommunication 
and thus to patient-staff problems. This gap among aides and other 
staff takes on more significance in the light of findings of a negative 
relation between authoritarianiam and effectiveness of work with 
patients (Canter, 1963); of a negative relation between OMIA and time- 
in-community after discharge, in 12 V. A. hospitals (Cohen and
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Struening, 1964); and in view of the difficulty of reducing authori­
tarianism (Adorno, 1950).
Another significant finding in this study concerns the low 
score of psychiatrists on OMIC, with social workers scoring highest. 
Cohen and Struening (1962) also found psychiatrists scoring lower on 
OMIC. Assuming that a therapeutic community is based on a positive, 
humanistic foundation, it would not appear that these staff psychia­
trists are especially oriented toward a milieu approach and along with 
aides and nurses would probably resist such an approach. It appears 
from the data that social workers and psychologists might be more 
likely to collaborate on a therapeutic milieu approach.
Nurses and aides scored high on OMID. It appears that these 
two professions are primarily responsible for custodial care of patients, 
especially aides. In training aides and nurses, it might prove fruit­
ful to stress the kindly paternalistic approach (OMIB), rather than the 
mental hygiene view (OMIC), as the latter may prove too threatening to 
an authoritarian, controlling, person.
Factor Analyses
The contention of Cohen and Struening (1962) that the CMI is 
largely a measure of OMIA seems borne out by a factor analysis of the 
CMI. Authoritarianism seems to saturate five of the six principle 
factors. Only one factor, accounting for 11% of the total communality, 
appears to be free of authoritarianism. This factor was named Humanism 
and seems to conceptually be similar to (MI factors B, C, and E.
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The OMI factor analysis largely confirms the analyses of Cohen 
and Struening which revealed a five-factor structure for this question­
naire. The exception was Factor C, which in this study and theirs, 
seems less consistently defined and may require additional empirical 
exploration.
In retrospect, this study can be seen to have several shortcom­
ings. The patient population is all male and virtually comprised 
entirely of psychotics. Thus generalization to female, neurotic, and 
characterologically disturbed patients is prevented. This fact, how­
ever, makes it consistent with prevalent research and also points out 
a direction for future research with normals, and non-psychiatric 
staff and patients, the latter made up of females as well as males. 
Concerning the lack of a measure of socio-economic standing, it was 
assumed that the patient and staff groups would each be of largely 
homogeneous levels but separate from each other. However, future 
research might employ some criterion, such as income. A third area for 
future research might be the structure and development of a new ques­
tionnaire based on a factor analysis of the combined OMI and CMI. Note 
the instability of OMI factor C across studies, the similarity between 
OMIA and CMI-Custodialism, and more importantly, the appearance of 
some CMI items in the OMI (Cohen and Struening, 1962). Finally, it 
might be economically and therapeutically significant to develop a 
multivariate prediction equation for predicting OMI and CMI scores from 
biographic data. Such a device would enable new personnel to be
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quickly screened and placed on wards with compatible ideologies, reduc 
ing staff conflict and orientation time. Persons with a-therapeutic 
profiles; e.g., high OMIA, OMID, and CMITOT, might be denied work or 
placed in jobs with limited patient contact.
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OPINIONS ABOUT MENTAL ILLNESS
The statements that follow are opinions or ideas about mental 
illness and mental patients. By mental illness, we mean the kinds of 
illness which bring patients to mental hospitals, and by mental patients 
we mean mental hospital patients. There are many differences of 
opinion about this subject. In other words, many people agree with 
each of the following statements while many people disagree with each 
of these statements. We would like to know what you think about these 
statements. Each of them is followed by six choices:
strongly  agree  not sure but  not sure but  disagree  strongly__
agree probably agree probably disagree disagree
Please check ( ) in the space provided that choice which comes closest
to saying how you feel about each statement. You can be sure that many
people, including doctors, will agree with your choice. There are no
right or wrong answers: we are interested only in your opinion. It is
very important that you answer every item.
* * * * * *
1. NERVOUS BREAKDOWNS USUALLY RESULT WHEN PEOPLE WORK TOO HARD.
2. MENTAL ILLNESS IS AN ILLNESS LIKE ANY OTHER.
3. MOST PATIENTS IN MENTAL HOSPITALS ARE NOT DANGEROUS.
4. ALTHOUGH PATIENTS DISCHARGED FROM MENTAL HOSPITALS MAY SEEM ALL
RIGHT, THEY SHOULD NOT BE ALLOWED TO MARRY.
5. IF PARENTS LOVED THEIR CHILDREN MORE, THERE WOULD BE LESS MENTAL 
ILLNESS.
6. IT IS EASY TO RECOGNIZE SOMEONE WHO ONCE HAD A SERIOUS MENTAL 
ILLNESS.
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7. PEOPLE WHO ARE MENTALLY ILL LET THEIR EMOTIONS CONTROL THEM:
NORMAL PEOPLE THINK THINGS OUT.
8. PEOPLE WHO WERE ONCE PATIENTS IN MENTAL HOSPITALS ARE NO MORE 
DANGEROUS THAN THE AVERAGE CITIZEN.
9. WHEN A PERSON HAS A PROBLEM OR A WORRY, IT IS BEST NOT TO THINK 
ABOUT IT, BUT KEEP BUSY WITH MORE PLEASANT THINGS.
10. ALTHOUGH THEY USUALLY AREN'T AWARE OF IT, MANY PEOPLE BECOME 
MENTALLY ILL TO AOVID THE DIFFICULT PROBLEMS OF EVERYDAY LIFE.
11. THERE IS SOMETHING ABOUT MENTAL PATIENTS THAT MAKES IT EASY TO TELL 
THEM FROM NORMAL PEOPLE.
12. EVEN THOUGH PATIENTS IN MENTAL HOSPITALS BEHAVE IN FUNNY WAYS, IT 
IS WRONG TO LAUGH ABOUT THEM.
13. MOST MENTAL PATIENTS ARE WILLING TO WORK.
14. THE SMALL CHILDREN OF PATIENTS IN MENTAL HOSPITALS SHOULD NOT BE 
ALLOWED TO VISIT THEM.
15. PEOPLE WHO ARE SUCCESSFUL IN THEIR WORK SELDOM BECOME MENTALLY ILL.
16. PEOPLE WOULD NOT BECOME MENTALLY ILL IF THEY AVOIDED BAD THOUGHTS.
17. PATIENTS IN MENTAL HOSPITALS ARE IN MANY WAYS LIKE CHILDREN.
18. MORE TAX MONEY SHOULD BE SPENT IN THE CARE AND TREATMENT OF PEOPLE 
WITH SEVERE MENTAL ILLNESS.
19. A HEART PATIENT HAS JUST ONE THING WRONG WITH HIM, WHILE A MENTALLY
ILL PERSON IS COMPLETELY DIFFERENT FROM OTHER PATIENTS.
20. MENTAL PATIENTS COME FROM HOMES WHERE THE PARENTS TOOK LITTLE 
INTEREST IN THEIR CHILDREN.
21. PEOPLE WITH MENTAL ILLNESS SHOULD NEVER BE TREATED IN THE SAME 
HOSPITAL AS PEOPLE WITH PHYSICAL ILLNESS.
22. ANYONE WHO TRIES HARD TO BETTER HIMSELF DESERVES THE RESPECT OF 
OTHERS.
23. IF OUR HOSPITALS HAD ENOUGH WELL TRAINED DOCTORS, NURSES, AND AIDES, 
MANY OF THE PATIENTS WOULD GET WELL ENOUGH TO LIVE OUTSIDE THE 
HOSPITAL.
24. A WOMAN WOULD BE FOOLISH TO MARRY A MAN WHO HAS HAD A SEVERE MENTAL
ILLNESS, EVEN THOUGH HE SEEMS FULLY RECOVERED.
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25. IF THE CHILDREN OF MENTALLY ILL PARENTS WERE RAISED BY NORMAL 
PARENTS, THEY WOULD PROBABLY NOT BECOME MENTALLY ILL.
26. PEOPLE WHO HAVE BEEN PATIENTS IN A MENTAL HOSPITAL WILL NEVER BE 
THEIR OLD SELVES AGAIN.
27. MANY MENTAL PATIENTS ARE CAPABLE OF SKILLED LABOR, EVEN THOUGH IN 
SOME WAYS THEY ARE VERY DISTURBED MENTALLY.
28. OUR MENTAL HOSPITALS SEEM MORE LIKE PRISONS THAN LIKE PLACES WHERE 
MENTALLY ILL PEOPLE CAN BE CARED FOR.
29. ANYONE WHO IS IN A HOSPITAL FOR A MENTAL ILLNESS SHOULD NOT BE 
ALLOWED TO VOTE.
30. THE MENTAL ILLNESS OF MANY PEOPLE IS CAUSED BY THE SEPARATION OR 
DIVORCE OF THEIR PARENTS DURING CHILDHOOD.
31. THE BEST WAY TO HANDLE PATIENTS IN MENTAL HOSPITALS IS TO KEEP 
THEM BEHIND LOCKED DOORS.
32. TO BECOME A PATIENT IN A MENTAL HOSPITAL IS TO BECOME A FAILURE 
IN LIFE.
33. THE PATIENTS OF MENTAL HOSPITALS SHOULD BE ALLOWED MORE PRIVACY.
34. IF A PATIENT IN A MENTAL HOSPITAL ATTACKS SOMEONE, HE SHOULD BE 
PUNISHED SO HE DOESN'T DO IT AGAIN.
35. IF THE CHILDREN OF NORMAL PARENTS WERE RAISED BY MENTALLY ILL 
PARENTS, THEY WOULD PROBABLY BECOME MENTALLY ILL.
36. EVERY MENTAL HOSPITAL SHOULD BE SURROUNDED BY A HIGH FENCE AND 
GUARDS.
37. THE LAW SHOULD ALLOW A WOMAN TO DIVORCE HER HUSBAND AS SOON AS HE
HAS BEEN CONFINED IN A MENTAL HOSPITAL WITH A SEVERE MENTAL ILLNESS.
38. PEOPLE (BOTH VETERANS AND NON-VETERANS) WHO ARE UNABLE TO WORK 
BECAUSE OF MENTAL ILLNESS SHOULD RECEIVE MONEY FOR LIVING EXPENSES.
39. MENTAL ILLNESS IS USUALLY CAUSED BY SOME DISEASE OF THE NERVOUS
SYSTEM.
40. REGARDLESS OF HOW YOU LOOK AT IT, PATIENTS WITH SEVERE MENTAL 
ILLNESS ARE NO LONGER REALLY HUMAN.
41. MOST WOMEN WHO WERE ONCE PATIENTS IN A MENTAL HOSPITAL COULD BE 
TRUSTED AS BABY SITTERS.
55
42. MOST PATIENTS IN MENTAL HOSPITALS DON'T CARE HOW THEY LOOK.
43. COLLEGE PROFESSORS ARE MORE LIKELY TO BECOME MENTALLY ILL THAN 
ARE BUSINESS MEN.
44. MANY PEOPLE WHO HAVE NEVER BEEN PATIENTS IN A MENTAL HOSPITAL ARE 
MORE MENTALLY ILL THAN MANY HOSPITALIZED MENTAL PATIENTS.
45. ALTHOUGH SOME MENTAL PATIENTS SEEM ALL RIGHT, IT IS DANGEROUS TO 
FORGET FOR A MOMENT THAT THEY ARE MENTALLY ILL.
46. SOMETIMES MENTAL ILLNESS IS PUNISHMENT FOR BAD DEEDS.
47. OUR MENTAL HOSPITALS SHOULD BE ORGANIZED IN A WAY THAT MAKES THE
PATIENT FEEL AS MUCH AS POSSIBLE LIKE HE IS LIVING AT HOME.
48. ONE OF THE MAIN CAUSES OF MENTAL ILLNESS IS A LACK OF MORAL 
STRENGTH OR WILL POWER.
49. THERE IS LITTLE THAT CAN BE DONE FOR PATIENTS IN A MENTAL HOSPITAL
EXCEPT TO SEE THAT THEY ARE COMFORTABLE AND WELL FED.
50. MANY MENTAL PATIENTS WOULD REMAIN IN THE HOSPITAL UNTIL THEY WERE 
WELL, EVEN IF THE DOORS WERE UNLOCKED.
51. ALL PATIENTS IN MENTAL HOSPITALS SHOULD BE PREVENTED FROM HAVING 
CHILDREN BY A PAINLESS OPERATION.
* * * * *
CUSTODIAL MENTAL ILLNESS IDEOLOGY ITEMS
The statements that follow are opinions or ideas about mental
illness and mental patients. By mental illness, we mean the kinds of
illness which bring patients to mental hospitals, and by mental patients
we mean mental hospital patients. There are many differences of
opinion about this subject. In other words, many people agree with each
of the following statements while many people disagree with each of
these statements. We would like to know what you think about these
statements. Each of them is followed by six choices:
strongly  agree  not sure but  not sure but  disagree  strongly__
agree probably agree probably disagree disagree
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Please check ( ) in the space provided that choice which comes closest 
to saying how you feel about each statement. You can be sure that 
many people, including doctors, will agree with your choice. There are 
no right or wrong answers: we are interested only in your opinion.
It is very important that you answer every item.
* * * * * *
1. ONLY PERSONS WITH CONSIDERABLE PSYCHIATRIC TRAINING SHOULD BE 
ALLOWED TO FORM CLOSE RELATIONSHIPS WITH PATIENTS.
2. IT IS BEST TO PREVENT THE MORE DISTURBED PATIENTS FROM MIXING WITH
THOSE WHO ARE LESS SICK.
3. AS SOON AS A PERSON SHOWS SIGNS OF MENTAL DISTURBANCE HE SHOULD BE 
HOSPITALIZED.
4. MENTAL ILLNESS IS AN ILLNESS LIKE ANY OTHER.
5. CLOSE ASSOCIATION WITH MENTALLY ILL PEOPLE IS LIABLE TO MAKE EVEN
A NORMAL PERSON BREAK DOWN.
6. WE CAN MAKE SOME IMPROVEMENTS, BUT BY AND LARGE THE CONDITIONS OF
MENTAL HOSPITAL WARDS ARE ABOUT AS GOOD AS THEY CAN BE CONSIDERING
THE TYPE OF DISTURBED PATIENT LIVING THERE.
7. WE SHOULD BE SYMPATHETIC WITH MENTAL PATIENTS, BUT WE CANNOT EXPECT 
TO UNDERSTAND THEIR ODD BEHAVIOR.
8. ONE OF THE MAIN CAUSES IN MENTAL ILLNESS IS LACK OF MORAL STRENGTH.
9. WHEN A PATIENT IS DISCHARGED FROM A HOSPITAL, HE CAN BE EXPECTED
TO CARRY OUT HIS RESPONSIBILITIES AS A CITIZEN.
10. ABNORMAL PEOPLE ARE RULED BY THEIR EMOTIONS: NORMAL PEOPLE BY
THEIR REASON.
11. A MENTAL PATIENT IS IN NO POSITION TO MAKE DECISIONS ABOUT EVEN 
EVERYDAY LIVING PROBLEMS.
12. PATIENTS ARE OFTEN KEPT IN THE HOSPITAL LONG AFTER THEY ARE WELL 
ENOUGH TO GET ALONG IN THE COMMUNITY.
13. THERE IS SOMETHING ABOUT MENTALLY ILL PEOPLE THAT MAKES IT EASY 
TO TELL THEM FROM NORMAL PEOPLE.
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14. FEW, IF ANY PATIENTS ARE CAPABLE OF REAL FRIENDLINESS.
15. THERE IS HARDLY A MENTAL PATIENT WHO ISN'T LIABLE TO ATTACK YOU 
UNLESS YOU TAKE EXTREME PRECAUTIONS.
16. PATIENTS WHO FAIL TO RECOVER HAVE ONLY THEMSELVES TO BLAME: IN 
MOST CASES THEY HAVE JUST NOT TRIED HARD ENOUGH.
17. "ONCE A SCHIZOPHRENIC, ALWAYS A SCHIZOPHRENIC.”
18. PATIENTS NEED THE SAME KIND OF CONTROL AND DISCIPLINE AS AN
UNTRAINED CHILD.
19. WITH FEW EXCEPTIONS MOST PATIENTS HAVEN'T THE ABILITY TO TELL 
RIGHT FROM WRONG.
20. IN EXPERIMENTING WITH NEW METHODS OF WARD TREATMENT, HOSPITALS 
MUST CONSIDER, FIRST AND FOREMOST, THE SAFETY OF PATIENTS AND 
PERSONNEL.
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